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Epilepsy 

Onset: usually sudden 
and frequently cause- 
less 

Bilateral 

Sudden loss of conscious- 
ness 
General tonicity 
Face livid and cyanosed 
Corneal reflex absent 
Generalized purposeless 
symmetrical convulsion 



" Unconscious " 
rous breathing 

Tongue often 
severely 



sterto- 



bitten 



Sphincters relaxed 
Ends gradually in drow- 
siness or stupor 



Duration: A single at- 
tack never lasts more 
than five minutes 



Hysteria 

Gradual and usually in- 
duced by some emo- 
tional stress 

Bilateral 



Jacksonian Epilepsy 

ns gradually with 
twitching of some one 
part of body, finger, 
toe or face. 
Unilateral 



No loss of consciousness No loss of consciousness 



Probably general tonicity 
Face red or pale 
Corneal reflex present 
Purposive movements of 

one, two, or all four 

limbs 
Frequently screaming and 

shouting 
Lips may be bitten. 

Tongue rarely or never 

bitten 
Sphincters never relaxed 
Ends usually abruptly 

without ensuing stupor 

Hysterical convulsions 

Duration indefinite and 
usually dependent on 
treatment 



No tonicity 

Face red and distressed 
Corneal reflex present 
Gradual spread of 
"twitching" to other 
limbs of same side 
Groaning or silence 

Tongue not bitten 



Sphincters never relaxed 
Ends gradually, head- 
ache and fatigue later ; 
no stupor 



Duration indefinite - 
minutes to hours 



It must be remembered that Jacksonian epilepsy may often begin 
as a purely focal attack, remain unilateral for a lengthened period, and 
then become bilateral, at which time the patient loses consciousness and 
passes through all the phenomena of a prolonged attack of major 
epilepsy. 



SOME COMMON DIGESTIVE DISTURBANCES 

Br ANNE E. PERKINS, M.D. 

(Continued from page 621.) 

Probably the most frequent complaint of the intestinal tract is 
constipation, a disturbance of intestinal peristalsis, a delay of the passage 
faeces along the colon or from the rectum. That occurring in the colon 
is outside the control of the will, but when in the rectum it is largely 
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due to neglect in attending to Nature's call, irregular habits, or an 
atony of the rectum such as is found in old people very often. The 
nervous element is prominent in all cases but most important of all is 
habit, which should be as regular as sleep. We all know that many 
people are constipated if the routine is broken by their spending the 
day or night away from home, by a journey of a day or two on the 
train, etc. A nurse often postpones going to the toilet until she has done 
this or that for a patient, with the result that nurses are very frequently 
troubled with constipation. If the fecal contents of the intestine are 
retained too long, moisture is absorbed and they become so dry that 
expulsion is interfered with. Next to lack of daily, regular habit, in 
importance, as a cause of constipation, is what Elbert Hubbard calls 
" the Beecham pill habit," that is taking cathartics to move the bowels. 
Over and over again people say, " I never let myself go — I take a pill 
every night " — or " I took salts this morning and have been running all 
day." This obsession or fetish should be discouraged, some one has 
called it the " curse of pill-hunger." We know that the more aperients 
and cathartics people take, the more they must take; the reaction is — 
worse constipation — and it keeps up the vicious circle. We give castor 
oil, for instance, in diarrhoea, sometimes to get the bowels cleansed and 
to stop the diarrhoea by the reaction that follows. It may not be neces- 
sary for every person to have a daily movement, though this should be 
the effort, some keep well by having a movement once in two days. Cer- 
tain it is that we should not be alarmed and fly to aperients if the 
bowels do not move, but coax regular habits by daily routine, exercise 
out of doors, cold bathing, gymnastic exercises for the trunk and pelvis, 
laxative diet and plenty of water, which most people neglect to drink. 
If " intestinal auto-intoxication " were as dangerous as many extremists 
assert, we should have more trouble than we do. There is something in 
it certainly, but not as much as is commonly supposed. Often people go 
to such extremes in diet that there is not bulk enough to the intestinal 
contents to secure regularity ; the colon must be moderately full, we must 
eat enough, especially green vegetables, fruit, coarser breads, cereals with 
hulls, figs, plenty of fluids, so there will be an undigested residue. 

If we take or give a drug to open the bowels, it should be the smallest 
amount that will cause an evacuation. Teach people to persevere 
patiently by hygienic means until they do not have to fret about their 
bowels. Enemata are harmful if repeated so often that the bowels do 
not move otherwise. Glycerine suppositories, abdominal massage, elec- 
tricity, agar-agar, bran, are all to be tried in preference to drugs. Regu- 
lar habits of going to the closet at a certain time and sitting there ten 
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minutes, even, if there is no desire for stool, will work wonders. But if 
one says beforehand that it will do no good and sits for a moment or two 
impatiently, or reads while waiting, it is useless. 

There should be a crusade against indiscriminate and injudicious use 
of purgatives, many of which are alluringly advertised to "work while 
you sleep." We should teach our patients that constipation is caused 
or aggravated by them, never cured. Anyone can produce a forced 
movement by a purge but that is not curing constipation, for the bowel 
will be inactive the next one or two days and only seem to need another 
cathartic and so go on from bad to worse, inactive unless forced. 

All purgatives are irritants, hurrying the contents of the bowel 
through too quickly. No part of the human economy is subjected to 
greater abuse than the digestive tract. One after another, at the same 
sitting, perhaps, we put into it, imperfectly masticated, indigestible 
compounds, hot, cold, boiled, baked, fried, proteids, fats, sugars, starches, 
fluids, solids, minerals, food adjuncts, perhaps liquors, often in great 
excess to the point of satiety. It is an excellent rule to leave the table 
hungry, or at least so we could eat a little more. So often we read 
of men dying suddenly at a banquet, and we see daily the effects of too 
high living. 

The agar-agar spoken of is a product similar in appearance to strips 
of gelatine, used in laboratories for making culture media. It is 
successfully used in the treatment of chronic constipation on account of 
its affinity for water which keeps the stools soft. It is finely powdered 
or cut, softened, and served with cereal, stewed fruit, etc., as it is so 
insipid alone as to be distasteful. A teaspoonful or tablespoonful is 
the average dose. 

It should be said that appendicitis is now recognized as occurring 
frequently in a mild or chronic form, not necessarily a surgical con- 
dition. Many so-called bilious attacks, vomiting and digestive disturb- 
ances recurring at frequent intervals, in children and adults are really 
appendicitis. Just as in diagnosing gall-stones we do not have always 
present pain and jaundice, so in appendicitis the diagnosis is not always 
from pain in the right iliac region with rigidity there, vomiting, etc., 
though these are typical of the average acute onset. 

A very large number of cases have recurrent mild attacks, perhaps 
not diagnosed until a severe attack occurs with surgical intervention. 
These have a slight or no rise in temperature, moderate pain or soreness 
in the region of the appendix, some gastric symptoms and an inability 
to straighten the right knee without pain and discomfort. Cathartics 
generally relieve, with local applications of heat or cold. In no case 
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where diagnosis is certain should active purging be used by the nurse 
or family without the physician's order, and cold applications should 
be used rather than hot. All food or water should be withheld except 
as the physician advises. 



A PLEA FOR THE TRAINED NURSE AS AN 
ANESTHETIST * 

By ALICE L. BRUTON, R.N. 

Graduate of the Hartford Hospital, Hartford, Connecticut; Anaesthetist at the 

Protestant Hospital, Norfolk, Va. 

Anesthesia is one line of surgical work to which very little atten- 
tion has been given in the medical colleges, hospitals, or the profession 
in outside practice, the administration of anaesthetics being looked upon 
as such a minor or unimportant part that it could be done by anyone 
available. This is especially true in outside practice, and in most 
of the hospitals throughout the country. 

Most of us know that the average practising physician or interne has 
no training in this line of work; and even if he has had training of a 
few months as hospital interne, he is apt to be out of practice, and 
probably has not given an anaesthetic for months, or even years. 

When an interne or practising physician is giving an anaesthetic his 
imind is more apt to be taken up with the field of operation than with 
his part of the work. For this very reason, if no other, a specially- 
trained nurse makes the best anaesthetist. 

The medical profession is slowly but surely being convinced that this 
part of surgical work has not received the attention its importance 
warrants. 

The method used by me is the ether "drop method," which has 
been used so successfully for the past ten years at St. Mary's Hospital, 
Eochester, Minn.; it having been my privilege and pleasure to make a 
most careful observation of this method at this great surgical clinic. 

The inhaler used is the improved Esmarch, covered with two thick- 
nesses of stockinet, ether being dropped on slowly until the patient's 
face becomes flushed, then a few layers of surgeon's gauze are folded 
around the mask, and the ether is given a little faster until the patient 
is surgically etherized. I then remove some of the gauze and continue 

* Bead before the Graduate Nurses' Association of Virginia, February, 1911. 



